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the rate of readmission among patients with SSI; and the rate of patients requiring home-health services for health care-associated infections.
Sources searched to identify primary studies
These clinical estimates were derived from published data. The authors stated that, whenever possible, data from randomised clinical trials (RCTs) were used. Most of the probability estimates came from a large randomised trial involving 3,864 surgical patients. Otherwise, prospective studies were used in particular to assess infection-attributable mortality.
Methods used to derive estimates of effectiveness
Clinical data were identified through a review of MEDLINE. Some details of the search criteria, such as the period covered and keywords used, were reported.
Measure of benefits used in the economic analysis
Several model outputs were reported. These included the total number of S. aureus infections, the number of S. aureus infections prevented with the two strategies (screen-and-treat and treat-all), the number of deaths due to infection, and deaths prevented. In the sensitivity analysis, life-years saved and infection prevented with respect to a no intervention strategy were considered as summary benefit measures. These were combined with the costs.
Direct costs
The analysis was carried out from a societal perspective. Two main categories of costs were included in the analysis: costs associated with the intervention and excess hospitalisation costs. The former covered mupirocin treatment, nasal bacterial culture without drug-susceptibility testing, and compensation for registered nursing; the latter covered health care-associated BSI, SSI, health care-associated pneumonia, and home health care and durable equipment. The unit costs and the quantities of resource use were not reported separately, and only a few estimates of cost items were presented. The costs and quantities were derived from published studies reporting cost estimates since 1990. Some information on the sources used to derive the costs was provided. For example, health care costs associated with BSI were obtained from a prospective multi-centre cohort study of 1,028 patients with sepsis syndrome. Charges were adjusted using a state-and year-specific cost-to-charge ratio. Discounting was not relevant as the costs were incurred over a 3-month period. The costs were inflated to 2003 values using the Consumer Price Index.
Statistical analysis of costs
The costs and quantities appear to have been treated deterministically.
Indirect Costs
The study was conducted from a societal perspective and the opportunity cost to patients participating in the intervention was considered. Specifically, the hourly compensation rate for workers was derived from the US Department of Labour, Bureau of Labor Statistics. Half an hour was assumed to have been required for nasal swab screening and one hour for the application of mupirocin.
Currency

US dollars ($).
Sensitivity analysis
A one-way sensitivity analysis was undertaken to evaluate the robustness of the model results to variations in both the clinical and economic inputs of the model. Alternative values for probability estimates were based on published confidence intervals. Otherwise, the authors defined ranges (50 to 200% of the base-case value). Great attention was given to the uncertainty around the efficacy of mupirocin in the sensitivity analyses. Some scenario analyses and twoway sensitivity analyses were also performed.
Estimated benefits used in the economic analysis
In a hypothetical cohort of 10,000 patients, the total number of S. aureus infections was 178 with no intervention and 92 with both interventional strategies. Thus, the two strategies prevented 86 infections compared with no intervention. In a hypothetical cohort of 10,000 patients, the total number of deaths due to infection was 3 with no intervention and 1 with both interventional strategies. Thus, the two strategies prevented 2 infections compared with no intervention.
Cost results
In a hypothetical cohort of 10,000 patients, the total costs saved in comparison with the no intervention strategy were $1,019,207 and $877,052 with the screen-and-treat and treat-all strategies, respectively.
Synthesis of costs and benefits
The costs and benefits were not combined in the base-case analysis since the two interventional strategies (screen-andtreat and treat-all) dominated the no intervention option.
The sensitivity analysis showed that the model results were robust to variations in most inputs, except for the mupirocin efficacy rate (reduction in S. aureus infections with mupirocin). If this rate was less than 16.1% (51% in the base-case), the screen-and-treat strategy would no longer be cost-saving: for example, when the mupirocin efficacy rate was 8% (lowest value), the incremental cost per infection prevented was $17,317 and the incremental cost per life-year gained was $247,626 with the screen-and-treat strategy. The corresponding figures with the treat-all strategy were $27,257 and $389,782, respectively.
In general, the cost-effectiveness of screen-and-treat ranged from cost-saving in the best-case scenario to $304,350 per life-year gained in the worst-case scenario. The cost-effectiveness of the treat-all strategy ranged from cost-saving in the best-case scenario to $296,900 per life-year gained in the worst-case scenario. However, both best-and worst-case scenarios were based on extreme values and do not represent very realistic situations.
When the two interventional strategies were compared, the authors stated that the incremental cost-effectiveness ratio of the screen-and-treat strategy over the treat-all strategy was very sensitive to S. aureus colonisation rates, cost of mupirocin and nursing compensation (results not reported).
